The authors have reviewed the literature in search of the coexistence of single coronary artery with significant coronary artery disease. Two cases of single right coronary artery are described. In both, the anomalies were unsuspected and diagnosed roentgenographically in life. Both patients had angina pectoris, positive graded-exercise stress tests, and hemodynamically significant obstruction or occlusion to the coronary arteries. In neither case was the stenosis proximal or amenable to bypass surgery.
10.5 mg/dl; fasting blood glucose, 116 mg/dl; serum cholesterol, 284 mg/dl; triglycerides, 353 mg/dl.
A graded treadmill exercise tolerance test with 12 lead ECG recording during the recovery phase showed ischemic ST (Fig. 1) showed a large vessel with an abnormal distribution. The right coronary artery arose in a normal location and gave branches corresponding to the normal right coronary artery. These vessels passed along the inferior wall to supply the apex. A large vessel passed posteriorly around the atrioventricular groove supplying the posterior descending artery and several smaller branches on the posterior aspect of the heart before terminating in the area usually supplied by the left circumflex coronary artery. This large anomalous vessel showed a 75-80% stenosis midway along the atrioventricular groove on the posterior surface of the heart. Repeated attempts were made to perform selective catheterization of the left coronary artery, and aortic root injection confirmed the absence of the left coronary artery. The aortic valve was tricuspid. Case No.2, Mr. G.R.
This 59-year-old man was admitted to University Hospital for investigation of angina pectoris which had increased in frequency and severity in the month prior to admission. He had suffered an acute inferior wall myocardial infarction in 1968 and since then had had recurrent angina of effort which became more severe 6 months prior to study. One attack persisted for several days necessitating admission to another hospital. There was no evidence of acute myocardial infarction and he was discharged on propranolol.
Physical examination revealed an anxious man with an irregular pulse. A soft systolic ejection murmur was heard at the base of the heart; otherwise the physical examination was noncontributory.
Laboratory data. 3 . Diagrams of normal coronary artery distribution and of two patterns resembling the cases described in the text. L. CIRC., left circumflex; RCA, right coronary artery; LAD, left anterior descending coronary artery; Ao, Aorta; P, pulmonary artery; M, mitral valve; T, tricuspid valve. two coronary arteries were the norm. Both Fallopius and Riolanus, in previous centuries, had held that a single coronary artery was the norm.
Several schemata have been proposed to classify the anatomy of the single coronary artery. In 1970 Ogden and Goodyer (6) reviewed previous classifications of the single coronary artery and proposed a new schema of classification for use in future case reports.
The two cases of single right coronary artery described in this report have been classified according to the schema of Ogden and Goodyer (6) . Figure 3 shows, in diagrammatic form, the normal coronary artery distribution and the two patterns, types R-1 and R-2a, which most closely resemble those of the cases described. In both cases the presence of a single right coronary artery was unsuspected prior to coronary angiography, and the patients were asymptomatic into the seventh and sixth decades, respectively. Both were evaluated by cardiac catheterization and coronary cineangiography after the clinical diagnosis of angina pectoris had been supported by a positive graded-exercise stress test (1 mm or greater ST segment depression of the postexercise electrocardiogram lasting 0.08 sec or longer). In neither case was the lesion demonstrated to be suitable for saphenous vein bypass surgery.
Previous reports have stressed the relatively good prognosis of patients with single coronary arteries; many of the case reports were autopsy studies of patients dying in middle or old age of unrelated causes. With increasing use of coronary cineangiography in the evaluation of patients with angina pectoris, more cases will be diagnosed in life. One would expect that the potential for collateral vessel development should not be affected if atheromatous stenoses occur in the middle or distal parts of the artery. However, proximal stenosis of a main, single coronary artery must be considered a more grave threat to life than in a patient with two, albeit diseased, coronary arteries.
